MALE TRANSSEXUALISM

brings us these insights out of long years of the
most painstaking, rigorous scientific research. He
is one of the few people in the world who are
using classical psychoanalytic methods in research
—the prolonged, patient, free associative, inti-
mate, detailed observation and documentation of
internal human phenomena for the purposes of
discovery.

To deal with a person who has this conviction
that “he” is really a woman in a man’s body, we
must learn to empathize with this form of human
behavior, and to do this effectively we have to be
aware of our own hang-ups, our own psycho-
sexual defenses. In a sense it involves getting in
touch with the opposite sex that is in every one
of us, and that can be pretty threatening. Essen-
tially what these people are struggling with is a
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problem of identity—an overwhelming need to
find an identity with which they can be com-
fortable, into which they can relax. And when we
go in to try to help them we have to do it with a
feather, gently. We are not public prosecutors—
we don’t enforce any law that says the way these
people behave is illegal—we’re physicians, and
the first rule, always, is to do no harm!
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Gender Dysphoria Syndrome—The Conceptualization
that Liberalizes Indications for Total Gender Reorienta-
tion and Implies a Broadly Based Multi-Dimensional
Rehabilitative Regimen

NORMAN M. FISK, MD, Palo Alto

RECENTLY THERE HAS BEEN an ever increasing
interest or perhaps even a preoccupation in both
the professional and lay sectors of the populace in
a relatively small and select group of people who
have been variously labeled or mislabeled as
transsexuals. Professional interest is understand-
able based upon the fact that the complexities sur-
rounding gender and all it implies are intriguing
and challenging. Lay preoccupation, as demon-
strated by a plethora of newspaper and magazine
articles, television and radio talk shows, and
books written for the laity by both professionals
and patient alike, is superficially understandable
given the exotic and often bizarre qualities im-
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plicit and explicit in this subject.’"> I would not
discount a certain element of quasi-prurient in-
terest or titillation that is understandable in pro-
fessional and laymen alike.

Currently, it is most fadistic in certain intellec-
tual and creative elite subgroups to demonstrate a
fascination with cross-gender behavior and par-
ticularly in those who pursue this behavior. Be-
yond this, however, there likely dwells within us
all a primal curiosity concerning the hows and
whys of the particular gender orientation we em-
brace. Throughout recorded history as well as in
multiple culturally determined legends and myths,
there is ample evidence that cross-gender behavior
has long been a fact of human existence.®

The term transsexual was coined by Dr. Harry
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Benjamin, an esteemed pioneer in the field of
gender disorders.” Dr. Benjamin has written ex-
tensively about gender disorders and has had a
vast and intensive clinical experience spanning
many decades. The term (or diagnostic label)
transsexual as applied to the male and female
has seemingly served well to communicate salient
differences existing between persons who have
certain distinctive and aberrant emotional and be-
havioristic symptoms. As originally intended, the
term transsexual was to specifically identify a per-
son who was not to be confused with a homo-
sexual or a transvestite. Many authorities on
gender aberrations have considered it extremely
significant to accurately define a differential diag-
nosis between the aforementioned conditions as
well as all types of biologic intersex. While 1
would agree that the elucidation of biologic inter-
sex is an essential prerequisite to the treatment of
gender disorders, I feel rather strongly (given the
experience of the Stanford University gender dys-
phoria program) that the differential diagnosis
aimed at clearly identifying a subgroup of patients
termed transsexuals is in many instances a rather
non-productive effort. Beyond this, differential
diagnosis does not significantly bear upon the
success or failure of ensuing treatment.?

In a classical sense the male transsexual was a
person who demonstrated lifelong behavior that
was effeminate or imitative of the opposite sex,
had a deep and abiding conviction that he was in-
deed a member of the female sex or gender, and
that this non-psychotic conviction led him on an
incessant search for medical and surgical trans-
formation into the sex to which he felt he legiti-
mately belonged. Further it was felt that trans-
sexuals found their own genitalia repugnant or
repulsive and also considered any interest (in his
own genitalia) on the part of members of either
the same or the opposite gender unpleasant. Such
a person was often therefore described as rather
asexual. Also it was strongly emphasized that the
cross-dressing phenomenon should not and in-
deed must not carry with it any erotic connota-
tion, as this would point directly toward the
diagnosis of male transvestitism. As an adden-
dum, I might add that many authorities felt the
effeminate homosexual would very seldom pursue
an intense search for surgical and medical gender
reorientation, would derive reasonable sexual
gratification from his own genitalia and if he

would cross-dress at all in the fashion of “drag-
ging” this would be done merely to enhance his
attractiveness to other homosexuals. The medical
literature stressed, in keeping with the revered
concept of primum non nocere, that it was essen-
tial to clearly differentiate the classical transsexual
from all other forms of gender deviation because
if this were not done, gender reorientation with
accompanying surgical sex conversion would not
be the indicated treatment and could potentially
prove to be harmful.

In 1968, armed with this knowledge and the in-
sights gained by visiting various active gender re-
orientation programs throughout this country,
staff members of Stanford University Medical
Center embarked upon a clinical research project
that ostensibly would answer the question of
whether or not surgical sex conversion as part of
gender reorientation was a beneficial means of
treatment. Viewed in retrospect, this was a
somewhat naive effort, for the research design did
not provide a control group nor could it feasibly
be expected to do so. More specifically, a decision
was made to carefully screen applicants for surgi-
cal sex conversion and accept those who seem-
ingly were good or ideal candidates and pursue
what had heretofore been a rather arduous pro-
ject of intensive and extensive long term follow-
up. The fact that a matched control group not
receiving surgical conversion would not exist ob-
viously obscures the answer to the question re-
garding the benefit or lack thereof of surgical sex
conversion. Our data, however, do allow us to
answer an equally if not more pressing question
and that is: Does surgical sex conversion harm a
rather diverse group of patients who we feel are
better identified as having gender dysphoria syn-
drome? The dictionary definition of gender as
applied to its non-grammatical meaning, merely
states sex. It is well known to students of biology
and behavioral science that gender is a complex
and convoluted compilation of a number of bio-
logical, psychological and psychosocial factors.
Chromosomal make-up, sex of assignment and
rearing, external and internal genital morphology,
pre-natal and post-natal endocrinologic factors, as
well as behavior, are all seemingly interrelated
within the concept of the gender. A dictionary
definition of dysphoria includes dissatisfaction,
anxiety, restlessness and discomfort.®

Within the first two to three years of our investi-
gation, it became apparent that when non-fabri-
cated or, more precisely, honest and candid psy-
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chobiographies were obtained from our patient
population, there was indeed a great deal of di-
versity and deviance from what had been defined
as the symptoms of “classical transsexualism.”
Moreover, the overtly present common denomina-
tor was the high level of dysphoria concerning the
individual’s gender of assignment or rearing. It
became readily apparent that people presenting
with gender problems actually made up a spec-
trum of gender disorders ranging from the mildest
to the most severe forms of this affliction.

I readily agree that classical transsexualism as
best described by Dr. Benjamin represents the
most extreme form of gender dysphoria; and fur-
ther, there is almost certainly operational within
these persons a significant biologic, organic or
somatic component to their problem. There are
both ample and significant data available that in
many sub-human species, gender behavior as well
as gender determined endocrinologic function can
be irrevocably changed by experimental manipu-
lation of intrauterine and post-natal steroid sex
hormones, particularly as related to the brain and
hypothalamic areas.!°-** There exists strongly sug-
gestive evidence that in humans, too, hormonal
aberrations bear a relationship to deviations of
gender-associated behavior.?%!? Recently, there
have also appeared highly provocative reports of
abnormalities in androgen metabolism in male
homosexuals.8-22

In a quasi-humorous, but nevertheless, perti-
nent fashion, I can now easily formulate a con-
ceptualization of gender disorders which would
even include what could be termed in a Freudian
paradigm ‘“the psychopathology of everyday life,”
and that is that the mildest form of gender dys-
phoria might well be demonstrated by an appar-
ently normal, well-adapted male who in all facets
of his behavior, including his choice of sexual
object, is overtly masculine. However, he chooses
to participate for one to two weeks a year in his
civic club’s annual skit. His choice of participa-
tion is to cross-dress as a can-can girl or a mem-
ber of a chorus line attired in female garb, and
perform a dance routine. This is usually greeted
by a fair degree of hilarity on the part of the view-
ing audience. I do not imply that this person has a
form of behavior deviant enough or so signifi-
cantly abnormal as to be so labeled or as to re-
quire treatment. I do wish to emphasize that not
all men would derive pleasure or excitement or
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enjoyment from this particular type of activity;
and, given that fact, I would once again reiterate
that this would serve as an example of “psycho-
pathology of everyday life” vis a vis gender dys-
phoria syndrome.

‘Encompassed in a spectrum of gender disorders

would be effeminate homosexuality or hyper-mas-
culine homosexuality in the female, male and
female transvestitism, a fascinating subgroup of
patients who could be.termed inadequate passive-
dependent personalities with a mild to moderate
transvestic fetish and a group of overtly socio-
pathic persons who merely seek gender reorienta-
tion or sex conversion operations as a means of
becoming a “professional” transsexual and thereby
to gain fame, notoriety and wealth. Finally, many
psychotic patients have a severe type of gender
confusion. Twenty percent of all patients contact-
ing our program are overtly psychotic and are of
course referred for or given appropriate psychia-
tric treatment.

The concept of gender dysphoria syndrome
grew out of clinical necessity very much in an or-
ganic, naturalistic fashion.?® This occurred be-
cause virtually all patients who initially presented
for screening provided us with a totally pat psy-
chobiography which seemed almost to be well
rehearsed or prepared, particularly in the salients
pertaining to differential diagnoses. It would be
accurate to say that of the initial 30 to 40 non-
psychotic patients screened, all presented as vir-
tual textbook cases of classical transsexualism.
Remembering the old medical saw that “the last
time one sees a textbook case is when one closes
the textbook,” it was apparent that this group of
patients were so intent upon obtaining sex con-
version operations that they had availed them-
selves of the germane literature and had success-
fully prepared themselves to pass initial screening.
In some instances they had rehearsed friends,
spouses and family members in a similar fashion.
Not all of them did this in a necessarily conscious,
overt or sociopathic fashion. Many, in a subtly
unconscious way, had retrospectively examined
their life history and had amended certain key
areas so that to themselves they did indeed repre-
sent the entity of classical transsexualism. I feel
that many of these patients were in full flight from
either effeminate homosexuality or transvestitism
and were rushing to embrace the diagnosis of
transsexualism for many valid reasons. Notwith-
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standing our currently more liberal or permissive
society, it is certainly much more acceptable and
non-socially stigmatizing to have a legitimate med-
ical illness than it is to suffer from a supposed
moral perversion, sexual deviation or fetish. The
pressures exerted by society at large as well as by
various significant loved ones in the patient’s life
were sufficient in many instances to cause the
patient to take on all the symptoms of classical
transsexualism in order to obtain surgical sex
conversion.

By employing the diagnostic term gender dys-
phoria syndrome, our indications for surgical sex
conversion therapy have been broadened. Patients
now clearly understand that had they been inter-
viewed five or ten or twenty years ago, they would
have been diagnosed as not being classical trans-
sexuals. These patients are informed that a diag-
nosis of transsexualism is not in our view the only
valid criterion for deciding who receives surgical
sex conversion. Moreover, we practice the rather
pragmatic dictum that nothing succeeds quite like
success and therefore our criteria for surgical sex
reassignment or conversion are more phenomeno-
logically oriented. We are far more interested in
the patient’s status here and now and in the recent
past, than we are in establishing a differential
diagnosis. We avidly seek to determine how well
or how badly a particular person has been coping
and will cope with life in his gender of choice.
Oftentimes patients have been living totally in
their gender of choice along with the exogenous
administration of the appropriate sex hormones
for many years before they come to our facility.
In the instances in which this is not true, then a
mandatory period of trial cross-living on a 24
hours a day basis while receiving exogenous hor-
mone treatment is requested for a minimum of 12
to 18 months, following which a thorough re-
evaluation is performed.

Factors such as physical passability, vocational
skills, overall psychic and emotional stability, past
and present ego strengths, familial support, appre-
ciation of core gender principles, absence of
significant sociopathy, absence of phychotic symp-
toms and multiple or intensive neurotic symp-
toms (as manifested by impulsivity, poor judg-
ment, deviousness, narcissism, manipulativeness,
masochism, exhibitionism and low self-esteem)
are all factors that are heavily weighed in the
overall team decision as to acceptability for sex

conversion. Obviously, by liberalizing the indica-
tions for sex conversion through conceptualizing
patients as having gender dysphoria, we also are
confmitted to provide a program for patients en-
compassing many factors related to a total overall
rehabilitative experience. These include voca-
tional counseling and guidance, psychological and
psychiatric supportive therapy, grooming clinics
where role-appropriate behaviors are taught, ex-
plained and practiced, legal assistance, and, prob-
ably of most benefit, an opportunity is afforded to
meet and interact with other patients who have
successfully negotiated gender reorientation or
who are in various phases of reorientation. This
program employs some former patients as coun-
selors to persons with gender disorders. Whenever
possible, family members are included in the
appropriate phase of gender reorientation.

'I:) leave this subject without strongly empha-
sizing an all too often neglected point would be
inexcusable. I refer specifically to the adequacy of
the surgical sex conversion procedure itself. It is
obviously an impossible task to evaluate the suc-
cess or lack thereof of surgical sex conversion if
the operation has not been performed in a man-
ner that will allow the patient to function sexually
with ease, enjoyment and assurance of a reason-
able chance for success. All too often we see rather
pathetic examples of patients who have acted im-
pulsively or injudiciously and have sought surgical
sex conversion by means which they consider to
be most expedient. It is well known that this par-
ticular group of patients are extremely vulnerable
to easy exploitation by charlatans and quacks. The
tragic results are seen in persons who have had
inadequate surgical operations and are not able
to perform sexually either with ease or, in some
instances, at all. These people represent a rather
desperate and intensely frustrated and depressed
group who require, where possible, expert surgical
revision of procedures previously poorly done.
Ofttimes the flagrant exploitation of these patients
also includes participation in illicit markets for
sex steroids, silicone injections and rather poorly
performed ancillary surgical cosmetic procedures.
It is for these reasons that it is critically important
for reputable and responsible physicians to recog-
nize the “medical legitimacy” of gender disorders
and, where possible, to attempt either to success-
fully treat such patients or to refer them to those
who can.
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Unfortunately, both in the past and even now
many physicians find it extremely difficult to sep-
arate their professional diagnostic and treatment
skills from their own particular value system,
which in some instances is highly tinged with
moralism and judgmentalism. I have had the un-
pleasant experience of hearing a number of col-
leagues voice the opinion that gender reorientation
with surgical sex conversion is an “immoral pro-
cedure” and in one particular instance have seen
in print the statement that surgical sex conversion
is “tantamount to medical malpractice.” It is in-
conceivable to me how any valid attempt at the
alleviation of human suffering and despair can be
immoral. I certainly do not unequivocally believe
that gender reorientation with surgical sex con-
version will always remain the treatment of choice
for persons with significant gender problems.
However, it is rather well known and accepted
that any mode of psychotherapy rather uniformly
fails to alleviate symptoms. Therefore, in the
present state of our knowledge there is seemingly
ample evidence to indicate that gender reorienta-
tion with surgical sex conversion is a form of
treatment that affords certain selected patients
an opportunity to live a more joyful and fulfilling
life.

The documentation of the feasibility or advis-
ability of sex conversion is based upon our rather
exhaustive five-year follow-ups that clearly indi-
cate, in every instance of surgical sex conversion,
that patients expressed the opinion that they were
subjectively far happier than they had been be-
fore.® There exists additional evidence to further
validate the point that for all groups (except for
the gender dysphoria syndrome sub-diagnosis
transvestitism) there was statistically significant
improvement in social adjustment, psychologic
adjustment, economic achievement and, for all
groups, including transvestites, a highly significant
improvement in sexual adjustment.® Lest this be
viewed as a totally glowing report, I would add
that our findings are congruent with other follow-
up studies which indicate that gender reorienta-
tion does not significantly alter the fundamental
characterologic structure of the individual patient.
For this reason we more firmly than ever believe
that the phenomenological selection of patients is
far more appropriate than selection based upon
differential diagnosis. Dr. Donald Laub, who
heads the surgical team that performs the recon-
structive operations, feels very strongly that the
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flexible, yet at once somewhat rigid, behavioristic
requirements for acceptability into our program
represent a very unique and distinctive form of
behavioristic psychotherapy. Many patients who
are initially denied surgical sex conversion are
placed on a “hold” status to be re-evaluated again
later. Implicit in this delay is the message that

“they should improve the overall stability of their

life-style. For many patients this involves a wait-
ing period of two to four years, and during this
period pronounced changes in at least superficial
behavior are observed. If one adheres to a doc-
trine of thought that believes a person eventually
becomes what he or she seems to be, then Dr.
Laub’s supposition would indeed seem to be
correct.

As a concluding thought, it should be stated
that the surgical procedures involved for both
males and females suffering from gender dyspho-
ria syndrome are quite major and complex, and
there is a significant rate of surgical complica-
tions. To date there have been no deaths reported
in our series of 90 patients operated upon. Simi-
larly, there have been no major psychiatric casu-
alties in the form of psychotic decompensation,
severe clinical depression or suicidal behavior. We
are bringing to bear upon the problem of gender
dysphoria the resources of a rather vast and well-
equipped medical center, and this point must be
strongly emphasized. In many instances these pa-
tients are very troubled persons who are extremely
difficult to deal with; and the difficulties involve
their families, loved ones and even their physi-
cians, and they present challenging and oftentimes
vexing problems. We would stress that physicians
contemplating the thorough treatment of patients
with gender dysphoria syndrome have in their
armamentarium of therapies sufficient and sig-
nificant ancillary and supportive paramedical
facilities. These can be of immense help and can
significantly ameliorate or prevent either patient
or physician dissatisfaction and frustration.

There remain many unanswered questions con-
cerning etiology, incidence, epidemiologic factors
and treatment in regard to this most fascinating
and troubled group of patients who all too often
pose a problem that might be best expressed as
“Help us, if you dare.”
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*These drugs are used commonly in countries where such pathogens are endemic. With the exception of parenteral
chloroquine and quinine, the drugs are not licensed for use in the U.S., however, they are approved for use here by
the Food and Drug Administration (FDA). The drugs are available from the Center for Disease Control (CDC).

but, because of their “approved only” status they are classed as investigational. The CDC
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makes the drugs available to physicians provided that the investigation of the new drug protocol (IND) approved by
the FDA is complied with and the completed IND is filed with CDC.
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